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Abstract
College health and counseling centers report an increasing demand for mental health services
while students continue to experience barriers such as shortage of providers, transportation, or
stigma. Telepsychiatry has been established in some environments to overcome these barriers,
but little research has explored an effective higher education model. The purpose of this study
was to identify differences in telepsychiatry preferences among college students who have and
have not been diagnosed with or treated for a mental health condition in the last year. Students
(n = 537; Mage = 21 years; 71% female) at a medium-sized Midwestern university participated in
a survey using an adapted National College Health Assessment (NCHA). Differences in
preferences among groups were analyzed by chi-square and Cramer’s V analyses with a 95%
confidence interval. Among the six hypotheses predicting differences in preferences between the
two groups, none were statistically significant. Mental health diagnosis status did not affect any
aspect of preferences or perceptions (confidentiality, time, cost, effectiveness) related to
telepsychiatry compared to in-person treatment environments. A majority of students (76%)
among both groups would prefer seeing their regular provider if using telepsychiatry in the
future. Because many college students have not yet been diagnosed, or have been diagnosed but
have not pursued treatment, institutions of higher education can plan future mental health
services for all students, despite mental health history. Implementing a telepsychiatry model in
higher education, especially within college health centers, could help students access muchneeded services while breaking down barriers.
Keywords: telehealth, telemedicine, telepsychiatry, college students, higher education,
mental health
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Introduction
A combination of increasing mental health concerns, a shortage of mental health care
providers, and a decrease in funding for services has made for challenges in effectively meeting
students’ mental needs and expectations in higher education. Multiple researchers have analyzed
existing data sets and administered studies to better understand student mental health trends and
propose solutions. Because students who struggle with mental health conditions report
decreased academic performance, higher attrition, and a lower overall quality of collegiate
experiences, college administrators should take note of possible strategies to address this service
gap (Salzer, 2012).
Even when mental health services are available, students frequently encounter barriers to
receiving the care they need to succeed. Therefore, a telehealth model could effectively serve
multiple higher education institutions while breaking down barriers, such as accessibility and
stigma, of college student help-seeking behaviors. Telehealth services can refer to
telepsychiatry, telecounseling, telemedicine, or other telecommunication technologies that
deliver health care. While telehealth has been established in some environments, it is relatively
new to college health. In addition, it has the potential to provide benefits including increased
confidentiality, lower cost, less time, and higher perceived effectiveness compared to traditional,
in-person treatment environments.
Because campus communities may differ significantly from general populations
regarding prevalence of need, barriers to receiving care, and factors such as awareness of
resources, it is important to use college-specific data when planning programs (Eisenberg,
Golberstein, & Gollust, 2007). In addition, telehealth programs have typically been planned
from a provider rather than a patient perspective (Batterham & Calear, 2017). Therefore, college
students’ opinions and preferences of telepsychiatric services, especially among those students who

COLLEGE STUDENT PREFERENCES OF TELEPSYCHIATRY

6

need mental health services, offer a unique contribution to evidence about such programs and
services. A review of existing literature related to trends in mental health conditions among

college students and studies of telehealth and telepsychiatry initiatives provides a baseline to
explore current gaps and recommend future studies. In addition, a theoretical framework that
best addresses factors influencing acceptance of new health care technologies will be explored.
Literature Review
Commonly referred to as a mental health crisis due to an increasing demand for services
and the severe consequences of mental health issues, colleges and universities are recognizing
the importance of understanding and addressing these issues among students. In fact, national
studies with established validity and reliability, such as the Healthy Minds Study and the
National College Health Assessment (NCHA), have looked at long-term trends of increasing
mental health diagnoses among college students. In the Healthy Minds Study, Canady (2018)
reported an increase in students diagnosed with a mental health condition from nearly 22% in
2007 to more than 35% in 2017. Similarly, the NCHA found a 10-15% increase in depression
diagnoses in college students from 2000 to 2010 (Hunt & Eisenberg, 2010). Specifically,
females and white students are known to use campus services for mental health treatment in
higher numbers; therefore, males and ethnic minority students may be considered more at-risk
and in need of accessible services (Bourdon, Moore, Long, Kendler, & Dick, 2018).
These trends are also being noticed among higher education administrators. Surveys of
college counseling center administrators found demands placed on students such as financial
need, sleep deprivation, and overall changes in psychosocial interactions indicate continued need
for mental health care services in higher education (Kadison, 2006; Watkins, Hunt, & Eisenberg,
2012). College mental health care providers have reported a steady increase in the severity of
cases in addition to a higher demand for services (Hunt & Eisenberg, 2010). For example, the
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University of Minnesota (2016) reported a 66% increase in mental health service visits to the
counseling center between 2004 and 2015.
The presence of a mental health condition affects the educational experience. Salzer
(2012) found college students who reported having a mental illness were more likely to have
poor personal relationships and low engagement and be treated differently compared to students
who did not report a diagnosis. Substance abuse has been found to be positively correlated with
mental health diagnosis and negatively correlated with academic success and retention (Bourdon
et al., 2018). Xiao et al. (2017) also confirmed that self-harm and suicide attempts have
increased concurrently with anxiety and depression diagnoses based on a review of college
counseling center utilization data.
Because 75% of individuals with mental health conditions have symptoms by age 25,
many college students struggle to cope with new signs of mental illness and have yet to seek out
services (Pedrelli, Nyer, Yeung, Zulauf, & Wilens, 2015). Therefore, help-seeking is an
important consideration, as this transitional age is also at increased risk for suicide attempts and
substance abuse compared to other age groups (Pedrelli et al., 2015). Despite decreases over a
decade (2007 – 2017) in perceived stigma of receiving help (64% to 46%) and personal feelings
of stigma related to receiving professional help (11% to 6%), less than half of students who had
depression or anxiety reported receiving treatment in the past year (Canady, 2018; Hunt &
Eisenberg, 2010). Additionally, Yorgason, Linville, and Zitzman (2008) surveyed nearly 3,000
students at a Midwestern university and found up to 84% of students who screened positive for
depression and anxiety had not received any services.
Undergraduate students, specifically, have reported experiencing traumatic events within
the last year (Wyatt & Oswalt, 2013). Watkins et al. (2012) suggested the rates of college
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students who experience mental health conditions have gone up because many individuals with
mental health conditions can attend and succeed in college today who would not have entered
college 20 years ago. In other words, it may be less about the increase in mental health
conditions and more about the increased diversity among those who attend college. The ability
for students to attend college could also be related to increased effectiveness of medication over
the years (Kadison, 2006; Salzer, 2012). Xiao et al. (2017) therefore suggested being cautious in
claiming a mental health crisis and more insistent on ensuring services are available to students
while addressing barriers of receiving care.
Students who attend college often encounter problems of accessing treatment despite its
availability. Barriers to receiving treatment, such as embarrassment, denial, and not wanting to
be labeled as “crazy,” were frequently cited in a cross-sectional study of Midwestern students,
while other perceived barriers, such as not wanting help, not having insurance, or not wanting to
be placed on medication, were identified as minimal barriers (Vidourek, King, Nabors, &
Merianos, 2014). Interestingly, students who had previously received help for mental health
issues identified more barriers than those who had not (Vidourek et al., 2014). Reasons for this
could be that students with treatment experience can more accurately identify accessibility
barriers such as inconvenient scheduling or a long wait time. Mohr et al. (2010) looked at
barriers such as time and cost and found students were willing to try alternative methods of
treatment to save time and money. Mojtabai et al. (2011) found respondents age 18 years and
over in the National Comorbidity Survey Replication reported structural barriers, such as
transportation and availability, to mental healthcare more frequently than other age groups, even
though they felt perceived need most influences pursuing treatment. This indicates eliminating
barriers could increase access as young adults already recognize need for services.
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Population-specific barriers are important to note, since young adults may have distinct
preferences of mental health treatment compared to the general adult population. For example,
college students with different diagnoses may gravitate toward specific on-campus services,
while not all mental health concerns precipitated the use of services (Bourdon et al., 2018).
Bourdon et al. (2018) found depression increased the use of an on-campus health center, while
anxiety did not. Additionally, students with pre-existing conditions reported the counseling
center was the most common resource used (Canady, 2018).
The negative correlation between increasing mental health diagnoses and help-seeking
behaviors reinforces the need for comprehensive services that break down barriers (Hunt &
Eisenberg, 2010; Pedrelli et al., 2015; Salzer, 2012). In fact, Joyce and Weibelzahl (2011) found
that help-seeking behaviors increased in students who used methods that overcame barriers such
as ensuring confidentiality and anonymity. For these reasons, it is essential that college
administrators, especially those who work with mental health services, make data-driven
decisions when offering services for their students. Understanding the stressors that college
students experience and offering appropriate resources can positively affect the student
experience. This is especially true when planning services to increase help-seeking behaviors
and accessibility of campus mental health resources.
Telehealth
Technology is often pointed to as part of both the problem and solution of mental health
conditions. For instance, Kadison (2006) highlighted the changes in student interactions with
both a possible benefit and detriment from increased technology. A negative consequence of
using technology and social media is that it can lead to stress, which is often cited as the biggest
barrier to academic success (Kadison, 2006). However, students who reported high stress levels
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have also been found to be more willing to use technology as part of mental health treatment
(Toscos et al., 2018).
As a solution, mental health care providers could serve multiple higher education
locations using electronic communication tools. Telehealth is defined by the Health Resources
and Services Administration of the U.S. Department of Health and Human Services as “the use
of electronic information and telecommunications technologies to support long-distance clinical
health care, patient and professional health-related education, public health and health
administration” (HealthIT.gov, n.d., para. 1). Various technological terms, such as telemedicine,
telecounseling, e-Health, and telepsychiatry, describe this phenomenon.
To help establish efficacy of a telehealth model, Müller, Astadhaug, and Bekkelund
(2017) found no differences in treating headache patients via telemedicine compared to
traditional face-to-face visits. The researchers in this study advocated that telemedicine
programs be built from the bottom up for higher sustainability (Müller et al., 2017).
Additionally, Deslich, Stec, Tomblin, and Coustasse (2013) found an almost 99% correct
diagnosis in a telemedicine intervention, the same as in face-to-face treatment. Costs also
decreased 30-70% when using telemedicine compared to face-to-face treatment, which further
validated its usefulness (Deslich et al., 2013).
Telehealth in Higher Education
Higher education is a common early-adopter of technology due to its primary population
of technology-savvy young adults; yet, it has been slow to adopt a telehealth model for mental
health care. Many higher education health information technology initiatives focus on smoking
cessation, substance abuse, and health information resources (Johnson & Kalkbrenner, 2017).
Some college counseling centers have administered successful telecounseling initiatives. For
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example, Nobleza et al. (2018) surveyed current users of telecounseling services using a Likerttype scale and found 81% of students perceived their experience was as good as, nearly as good
as, or no different from meeting a provider in person. While survey results were positive, the
wording choice did not clearly distinguish between the variables and could have caused
confusion among participants (Nobleza et al., 2018).
Telehealth models can potentially improve access and motivate students to seek help by
addressing frequently cited barriers to receiving treatment such as cost, time, access, and
logistics like transportation (Choi, 2016; Deslich et al., 2013; Mojtabai et al., 2011). In addition,
Choi (2016) argued that telemedicine could decrease stigma of receiving mental health treatment
among college students due to not having to visit traditional treatment centers. Fragmented care
could also be reduced by providing a consistent patient and provider relationship despite
geographical and physical separation (Gajaria, Conn, & Madan, 2015).
The high cost of telehealth implementation is often attributed to purchasing up-to-date
electronic equipment and software (Deslich et al., 2013). To address financial challenges, many
states have added insurance reimbursement using specific codes to indicate the visit occurred
virtually, which has increased feasibility. In addition to costs, provider training and information
technology support should be considered. Like many new technologies, the lack of
understanding related to insurance reimbursement, privacy, patient safety, and technological
support can serve as challenges to rapid acceptance (Deslich et al., 2013).
Specific to technology, higher education may have a benefit over other organizations
seeking to use telehealth. Technological capacity is often an institutional priority, in addition to
housing a population that relies on technology both in an out of the classroom. This is likely a
different environment than other potential telehealth models such as nursing homes or rural
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health care systems. Johnson and Kalkbrenner (2017) noted that because telehealth is
uncommon in higher education, this does not concur with its capabilities. However, ensuring a
quality information technology platform with an appealing and easy-to-use system should be part
of telehealth set-up to increase adherence (Pai & Huang, 2011; Pedrelli et al., 2015).
Some would argue that the mental health of college students suffers because of a lack of
or inadequate treatment in higher education settings (Pedrelli et al., 2015). Choi (2016)
reinforced this viewpoint by reporting 95% of community colleges do not have any psychiatric
resources. Khasanshina, Wolfe, Emerson, and Stachura (2008) referred to a general telehealth
model in higher education in their study yet described medication management review, which
would indicate a psychiatric emphasis. The researchers found positive results, including
improved access to providers, using a simple technology system connecting several rural college
campuses (Khasanshina et al., 2008). However, telecounseling, not telepsychiatry, is the most
common focus of the research related to telehealth initiatives in higher education. This research
gap could be because psychiatric services are less common, especially on rural campuses.
Even when services are available, many programs do not receive necessary funding or
other resources to adequately serve students resulting in long waitlists or a high ratio of students
to counselors. The International Association of Counseling recommends a ratio of one provider
to 1000 or 1500 students; however, institutions more commonly have one provider to 2000 or
2500 students (Choi, 2016). In addition, participants in one study suggested having more
providers would increase the chances of long-term success (Lauckner & Whitten, 2016). An
important counter argument was presented by Wade, Eliott, and Hiller (2014), stating it can be
possible to have sufficient staffing but insufficient referral systems or infrastructure needed for
success. This could be related to little support from administration or an inefficient
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communication system for campus referrals. Despite these challenges, clinician acceptance was
found to be the single highest predictor of success, as providers who were invested in the success
of the program were more likely to persist by working through implementation and
administration challenges (Wade et al., 2014).
Telepsychiatry
Limited studies report successful implementation of telepsychiatry at institutions of
higher education. However, similar environments, such as those with defined patient
populations or system organization (e.g., prison systems, military, and rural areas), have
demonstrated success with telepsychiatric services (Deslich et al., 2013; Lauckner & Whitten,
2016). For example, a study of veterans resulted in a significant reduction of post-traumatic
stress disorder symptoms in telepsychiatric treatment environments that was similar to that in
outpatient settings (Wierwille, Pukay-Martin, Chard, & Klump, 2016). The K-12 school system
has also been found to benefit from telepsychiatry due to the team approach that many school
districts use that can allow for both treatment and consultation offered by psychiatric
professionals (Stephan, Lever, Bernstein, Edwards, & Pruitt, 2016).
A rural Washington hospital system that offered telepsychiatric services for pediatric
patients found parents were increasingly satisfied with subsequent visits (Myers, Valentine,
Morganthaler, & Melzer, 2006). The fact that more visits equaled higher satisfaction could
indicate an increasing comfort of using technology in this way or that continued telepsychiatric
treatment demonstrated improvements in mental health. Gajaria et al. (2015) reviewed
feasibility and effectiveness of subpopulations in studies of telepsychiatry and found
videoconferencing for medical mental health services mimicked effectiveness of in-person
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treatment modalities. However, it should be noted the authors identified a gap in the literature
due to missing studies of telepsychiatry in higher education (Gajaria et al., 2015).
Patient Telehealth Experience
Clinician acceptance has been cited as the most important factor in sustaining telehealth
programs (Wade et al., 2014). Trained and invested medical providers need to be committed to
the service in order to actively refer patients and ensure a program that best treats their patients.
However, patient opinions and perceptions of their experiences are essential in understanding
and developing successful programs.
When given the choice, patients typically prefer face-to-face over telehealth interactions
with their mental health care providers (Batterham & Calear, 2017; Horgan & Sweeney, 2010;
Neal, Campbell, Williams, Liu, & Nussbaumer, 2011; Toscos et al., 2018; Wallin, Mattson, &
Olsson, 2016). For example, a study in Norway of patients ages 44-60 years found most (9397%) preferred in-person psychiatric treatment, although it is worth noting none of the
participants had previously used internet-based treatment (Wallin et al., 2016). This lack of
experience is also true for an Australian community study, where researchers found face-to-face
treatment was slightly preferred over online options (Batterham & Calear, 2017). Therefore,
comfort with technology and experience using the internet for mental health care are possible
contributing factors to acceptance of telehealth.
Mental health status has been shown to affect willingness to use telehealth. For example,
those who have been diagnosed with and treated for depression and anxiety, or scored higher on
depression and anxiety screenings, were significantly more likely to be open to using online
resources (Kern, Hong, Song, Lipson, & Eisenberg, 2018; Toscos et al., 2018). In a sample of
over 6,000 college students, only 3% of those with mental health conditions had experience
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using telehealth, yet 60% were open to it (Dunbar, Sontag-Padilla, Kase, Seelam, & Stein, 2018).
It should be noted that all students in Dunbar et al.’s study identified face-to-face treatment as
their most preferred treatment environment, including those with and without a mental health
condition. This is also true for a study published by Mohr et al. (2010), who over-sampled
individuals with a mental health concern and found 92% listed face-to-face behavioral treatment
as their highest interest, with 62% also reporting interest in telephone and 48% in online
treatment options. Casey, Wright, and Clough (2014) studied only individuals with
psychological need and found participants identified fewer barriers with telehealth than in-person
services, such as time constraints or participation restrictions, yet were more likely to choose inperson treatment. However, the authors did not identify whether participants had experience or
knowledge of telehealth services (Casey et al., 2014; Mohr et al., 2010).
Combining past experience with a mental health care provider and being familiar with
online resources can result in an increased preference for telehealth services. Kern et al. (2018)
found that nearly a quarter of respondents stated their mental health improved after seeing a
provider via telehealth or using mobile health applications that were designed to help with
mental health conditions. When participants of another study were informed of online options,
up to 40% expressed a willingness to try it, despite initial preferences for in-person treatment
(Toscos et al., 2018).
Some concerns have been raised by patients about online treatment environments. For
example, privacy, anonymity, and confidentiality are often identified as concerns of telehealth
models (Batterham & Calear, 2017; Powell, Henstenburg, Cooper, Hollander, & Rising, 2017).
Similarly, patients in one study missed the physical closeness found in the traditional clinical
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setting (Nobleza et al., 2018). However, as noted, it is possible that experience using a telehealth
system and becoming more educated about telehealth services could alleviate these concerns.
Conversely, there are barriers often found in traditional, in-person environments that
could be reduced in online environments. For example, in a small qualitative study, participants
who had been referred by their provider to receive treatment via telehealth reported a high
comfort level in talking over the computer with reported benefits such as decreased
transportation, reduced wait time, and not having to miss work for appointments (Powell et al.,
2017). In addition, individuals who identified cost as a barrier to receiving treatment indicated
an increased willingness to try telehealth as a cost-saving measure (Casey et al., 2014).
However, Eisenberg et al. (2007) found that cost may not be as prohibitive among the college
population because even when mental health services were free, there was still a gap in students
who received help.
Stigma may be a powerful barrier among the college-aged population that telehealth
could address due to the option of receiving treatment in a private location (Neal et al., 2011). In
fact, attitudinal barriers, such as perceived need and effectiveness, have been found to be more
influential than structural barriers such as cost, transportation, and access (Mojtabai et al., 2011).
For instance, Eisenberg et al. (2007) reported perceived need was the most common indicator for
pursuing treatment.
It is probable students in higher education have unique preferences and opinions related
to telehealth. College students rely on the internet for daily functioning and are the largest
consumers of smart phones (Johnson & Kalkbrenner, 2017). Among college students at an Irish
university, 68% reported being willing to use the internet for mental health support (Horgan &
Sweeney, 2010). In a similar study, two-thirds of students reported being comfortable in online
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settings with more than 90% indicating a willingness to use online resources to learn more about
medication and to assist in recovery of mental health conditions (Lal et al., 2015). Nobleza et al.
(2018) found a majority of students (81%) reported a positive experience using telecounseling
services. Of multiple options for online mental health services such as support groups, selfdirected therapy, and group chat sessions, one-on-one contact with a mental health care provider
was the most popular choice of online services according to a survey of more than 20,000
students (Neal et al., 2011).
Khasanshina et al. (2008) studied differences in telehealth satisfaction between rural
college students who had in-person medication management compared to telehealth services.
The authors found both groups were equally satisfied with their treatment, despite more complex
cases being referred to telehealth (Khasanshina et al., 2008). Therefore, individuals who use
telehealth, especially students, typically experience high satisfaction.
Little research exists about what type of telehealth provider patients prefer. For example,
would patients rather see their regular provider, a consistent provider unique to telehealth, or an
unknown provider? Welch, Harvey, O’Connell, and McElligott (2017) surveyed nearly 4,500
participants and found only 15% were willing to leave their existing medical provider for a
telehealth provider. In addition, 56% stated an established relationship with a telehealth provider
is important, including that the provider have access to their existing health records (Welch et al.,
2017). Because of this, patient preference of in-person treatment environments may have some
connection with a preference for using their current provider. This could also be a factor in
results found by Dunbar et al. (2018) that patients who had previously received treatment were
more likely to continue to prefer in-person treatment. Sabesan et al. (2013) recommended
beginning telehealth services with simpler, more straight-forward cases who may have
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encountered barriers such as stigma or transportation to help both the patient and the provider set
up for success.
Overall, patients who have used telehealth appear to have high satisfaction, but providers
need to work to offer models that offer benefits to patients and make appropriate referrals. The
literature, however, is missing comparisons of telehealth, and specifically telepsychiatry,
opinions between those with and without a mental health condition, especially among young
people. In particular, telepsychiatry in higher education can provide access to psychiatric care
not otherwise available. However, it is important to understand factors that influence acceptance
of telehealth to better develop services by using an established theoretical framework.
Theoretical Framework: Technology Acceptance Model
As stated, individuals frequently report preference of in-person over telehealth treatment
environments for mental health conditions. An extension of the Theory of Reasoned Action, the
Technology Acceptance Model (TAM) accounts for perceived usefulness and ease of use as
general determinants of behavior related to new technologies (Davis, 1989; Thompson, 2014).
Despite existing preferences, individuals consider factors of whether the product enhances
performance and/or is effortless to use to determine their intentions of actually using it. Davis
(1989), who is largely considered to have developed the original TAM, found both these
constructs were significantly related to usage of new technologies through repeated studies and
testing. In fact, this behavioral model has become one of the most common theoretical
frameworks to predict and explain technology use (Tsai, 2014).
As a relatively new technology, telehealth has been found to be unfamiliar to many
providers and patients. Holden and Karsh (2010) reviewed over 20 studies in health care
research that used TAM to test technology acceptance and found significance between perceived
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use and intention to use or actual use in every single study. Wade, Gray, and Carati (2017) also
conducted a literature review specific to telemedicine and found ease of use and perceived
usefulness generally correlated with intention to use.
Clinician acceptance has been found to be a key factor in sustained telehealth services
(Gagnon, Orruno, Asua, Abdeljelil, & Emparanza, 2012; Wade et al., 2014). Rho, Kim, Chung,
and Choi (2015) surveyed both telehealth users and non-users and found providers’ ability to
administer telehealth was more significantly related to their acceptance than patients’
competence in receiving it. However, a unique component of TAM is that both the patient and
the provider can be considered users and contribute to the development of new technologies such
as telehealth. For example, Pai and Huang (2011) administered a cross-sectional quantitative
survey in addition to qualitative expert interviews on understanding what influences users of
technology in healthcare. The researchers found a more positive perception of the quality of the
product equaled a higher perceived usefulness (Pai & Huang, 2011). This can point to the
importance of sufficiently educating patients prior to use, having a clear design, and having
providers directly refer patients to telehealth options rather than requiring patients to seek out
telehealth services (Pai & Huang, 2011; Wade et al., 2014).
Other factors can influence perceived usefulness and ease of use. Gagnon et al. (2012)
found that providers were more likely to accept new technologies when they felt there was
appropriate organizational support and available training. In addition, Gücin and Berk (2015)
suggested having well-informed patients and providers to avoid misinformation and the
possibility of inappropriate treatment or compliance. Of course, having well-trained and
invested providers is essential in increasing patient perceptions of usefulness and ease of use
(Gagnon et al., 2012; Holden & Karsh, 2010).
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TAM can also provide important information about investigating and planning telehealth
initiatives. Davis (1989) stated that TAM not only helps researchers better understand
acceptability but also improves acceptance through interventions. Many telemedicine
researchers do not use theory in their research; in fact, Wade et al. (2017) reviewed 35
telemedicine studies and found only seven included content on theoretical frameworks with even
fewer actually testing it. Gammon, Johannessen, Sørensen, Wynn, and Whitten (2008)
attempted to critique different theories used in telemedicine studies and similarly found only 5%
of more than 1,600 articles even noted theory. Thompson (2014) also suggested this as an area
of growth for telemedicine research since evidence-based approaches have not been well
established in this field.
Using TAM as a theoretical framework for telehealth initiatives is not without
limitations. Wade et al. (2017) stated that because the purpose of the model is to rate intention of
use, it does not necessarily indicate actual use. Because of this potential lack of practical value,
TAM has been adapted in various ways. Tsai (2014) suggested additional determinants should
be incorporated into the original TAM, such as social capital factors including trust in the
institution and self-efficacy, or the users’ beliefs about their ability to use new technology. The
researcher presented an important distinction between respondents’ perception of how easy it
would be to use compared to how well they believed they could use it (Tsai, 2014). In addition,
Rho et al. (2015) suggested adding components such as performance expectancy, effort
expectancy, social influence, facilitation conditions, and behavior intention to TAM that may
more accurately reflect acceptance of telemedicine.
The theoretical foundation established by TAM and new technologies such as telehealth
emphasize the importance of perceived usefulness. Perceived and actual barriers to use
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technologies could also be of potential interest to those implementing telehealth models due to
users’ beliefs of ease of use. Offering educational materials to providers and patient users as
well as administering a norming campaign could increase the likelihood of a successful and
sustainable model.
Summary
In summary, multiple reports have shown increases in mental health conditions among
college students. The NCHA, for example, has tracked college student self-reported mental
health diagnoses and/or treatment since 2000 (Hunt & Eisenberg, 2010). College health services
and counseling centers have corroborated this increase by reporting a higher demand on their
services and greater severity of issues seen (Hunt & Eisenberg, 2010).
Higher education as a whole has prioritized student success and retention, often using
strategies that rely on technology. However, a possible intervention that could address barriers
to seeking help for mental health issues has been largely unexplored. It should be considered
that while face-to-face, in-person treatment environments may be preferred, telehealth, or
telepyschiatry, could meet the needs of unique populations while addressing logistical challenges
such as provider shortage, accessibility, and privacy. While telehealth success has been
established in environments such as prisons and K-12 school systems, higher education lacks
experience using telecommunications to offer mental health services (Deslich et al., 2013;
Stephan et al., 2016).
Studies, like the one by Nobleza et al. (2018), have evaluated current or previous users of
telehealth services, but studies that explore differences in preferences and perceptions related to
telepsychiatry among college students with and without mental health diagnoses are missing. In
addition, researchers who have explored preferences of treatment environments have not
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typically considered factors such as confidentiality, time, cost, and effectiveness that would
affect students’ comfort level beyond their most preferred option. A need for mental health
services and understanding the trends and complexities in higher education could support
implementation of telepsychiatry and is clearly indicated. Therefore, before establishing
precedence in a college health center, it is necessary to determine patient comfort level of
different treatment environments as well as opinions of telepsychiatry.
Research Questions
Based on the gap identified in the research of using telepsychiatry in higher education to
provide mental health services for college students, the following research questions were chosen
for this study:
RQ1: How do college students who have and have not been diagnosed with or treated for
a mental health condition differ in their preferences for mental health medical treatment?
RQ2: How do college students who have and have not been diagnosed with or treated for
a mental health condition differ in perceptions of confidentiality, time, cost,
effectiveness, and provider preference related to telepsychiatry compared to in-person
psychiatric services?
Methods
The purpose of this section is to introduce the research methodology used to answer the
research questions by assessing student preferences and perceptions of telepsychiatry in a
quantitative study. Data have shown that telehealth models are effective in providing psychiatric
care, especially among populations with limited access to services who are comfortable using
technology. Using NCHA data, a causal comparative design was used to address proposed
research questions related to preferences of treatment environment and other considerations of
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telepsychiatry among college students with and without a mental health diagnosis. The research
plan, including the methodology, sample, inclusion and exclusion criteria, instrumentation, data
collection processes, and data analysis method are primary components of this section.
This study was reviewed and approved by the Institutional Review Board (IRB) of the
researcher’s educational institution (Appendix A) and the medium-sized Midwestern university
where the study was administered (Appendix B). The educational institution also deferred
oversight to the administering institution with the condition that any adverse effects to
participants were reported (Appendix C). However, IRB requirements of both institutions were
met. Research began following approval of all components. An institutional representative
provided a letter of cooperation for the researcher to have unrestricted access to the data
(Appendix D).
Research Design
A quantitative, causal-comparative design was used for this study at a medium-sized
Midwestern university. The adapted NCHA (Appendix E) reported student mental health
diagnosis status from its established survey while additional questions developed by the
researcher related to preferences of telepsychiatry. The researcher examined differences in
preferences of telepsychiatry services between two groups, those who self-identified as having a
mental health condition and those who did not. Groups were compared at the same point in time
without manipulating environmental factors. Results were analyzed between groups to answer
the question: What are the differences in preferences and perceptions related to telepsychiatry of
college students at a medium-sized Midwestern university who have and have not been
diagnosed with or treated for a mental health condition in the last year?
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Sample
This cross-sectional survey used a sampling unit of all academic courses at a mediumsized Midwestern university with an enrollment of approximately 15,000 students. The unit of
analysis, however, was individual students who completed the survey. With the assistance of the
institution’s Information Technology Services, a random cluster sample of courses with a total
enrollment of 4,000 students was electronically selected and scrubbed for students registered in
more than one of the selected courses before submitting the list to the American College Health
Association (ACHA).
Sample size was calculated in two steps. First, a 95% confidence level, a margin of error
of +5, and a population proportion of 20% with a population size of 15,000 were entered into a
sample size calculator, resulting in a recommended sample size of 242 respondents to achieve
representativeness of the sample for prevalence estimations (Calculator.net, n.d.). Because there
were five Likert-type response options in the dependent variable, the population was adjusted by
20% of the population to account for equal responses of each option.
A priori power analysis was performed using G*Power version 3.1.9 to verify sample
size estimation using a X2 Goodness-of-Fit test (Faul, Erdfelder, Buchner, & Lang, 2009). A
desired power of .80, an α-level at .05, moderate effect size, and 4 degrees of freedom while
allowing for a 25% variation suggested 166 respondents were needed for a representative sample
(Faul et al., 2009). Accounting for an electronic survey response rate of between 10-20%
allowed for a sample size to meet or exceed these recommendations. Therefore, adding 90%
over the 242 that was needed for a representative sample to allow for a lower response rate left a
target sample size of 460 respondents.

COLLEGE STUDENT PREFERENCES OF TELEPSYCHIATRY

25

All faculty responsible for the randomly selected classes were contacted via email to ask
for 2 to 3 minutes at the beginning of class to inform students of this research project. During
this time, a research team member explained the purpose and importance of the research and
shared instructions for how to complete the survey. A hand-out including a shortened URL was
provided to all students in the class for completing the survey on their own time using their own
internet device. Whether or not faculty allowed a research team member to address their class,
they were asked to share the URL via the learning management system for their course.
For those students who were invited, participation was optional, and there were very few
risks to the participant except for discomfort from answering sensitive health questions. In order
to minimize these concerns, participants could skip any question(s) or discontinue participation
by closing out their browser at any time. The Consent Form (Appendix F) specified how and
where data collected were maintained, potential risks, and information about protecting privacy
and confidentiality. Students had the option of printing the informed consent information and
were provided contact information for specific questions about the study or their rights as
participants. If the student was not selected or had already completed the survey, they received
that notice after entering their email address. This prevented students from completing the
survey more than once or at all if they were not part of the selected academic classes.
Participants who completed the survey were eligible to win gift card prizes (two $150
Target gift cards, two $50 Amazon gift cards, and twelve $25 Kwik Trip gas-only gift cards).
Winners were randomly selected by ACHA while maintaining confidentiality. The ACHA
destroyed the link between the students’ emails and survey submissions but maintained a list of
email addresses as a record of who completed the survey to allow for selection of prize winners.
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Of the 4,000 possible participants, 544 (13.6%) responded, which met the calculated target
sample size.
Inclusion Criteria
Any university student age 18 years and older who was enrolled in an academic course at
the time of survey administration was eligible to participate.
Exclusion Criteria
Students or individuals at the university who were not currently registered for an
academic course at the time of survey administration were excluded from the study.
Instrumentation
The survey instrument used for addressing the research questions included two questions
asking about 15 different mental health conditions and seven additional questions developed by
the researcher that were specific to telepsychiatry. These questions were extracted from the
NCHA, a nationally recognized survey related to health behaviors (ACHA, n.d.). The ACHA
pilot-tested the survey instrument and demonstrated reliability, construct validity, and
measurement validity through a series of comparisons and statistical analyses using triangulation
from different nationally representative databases, different approaches, and statistical
procedures (ACHA, 2013). A validity and reliability analysis of the 66-item electronic survey
was provided by ACHA upon request (ACHA, 2013). A principal component analysis and a
reliability analysis showed a moderate to strong consistency in grouped items (ACHA, 2013).
The investigators tested construct validity by surveying two different times with different
institutions in addition to comparing results to Monitoring the Future national survey results
(ACHA, 2013).
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Additionally, Rahn (2014) conducted a review of the tool and found the instrument was
valid and reliable, although the author suggested re-wording or eliminating several questions
about contraception and nutrition. Cronbach’s alphas were used to assess internal consistency
for 17 different variables with grouped variables of perceptions, mental health, general health
behaviors, sleep, and academic performance resulting in a range from .710 to .821, which
demonstrated strong internal consistency (Rahn, 2014). Content validity was assessed by
conducting an expert panel review, and a threat to internal validity was reported since
participants are asked to recall behaviors that occurred from 7 days to 12 months prior to
completing the survey (Rahn, 2014). While construct validity is often related to theory, Rahn
(2014) noted ACHA did not mention a theoretical framework. However, a factor analysis was
conducted by selecting items from the survey according to similar constructs and it was found
that items assessing weight, nutrition, and exercise did not score well with the factors extracted.
None of the areas identified as concerning were used in this study. Additional limitations
reported were the frequent use of yes/no questions and self-reported data and it was suggested
changing some of the nominal responses to interval or ordinal would improve validity; however,
Rahn determined this was likely the best instrument currently available in college health.
The independent variable, mental health diagnosis status of college students at a mediumsized Midwestern university, was measured by a question used in the NCHA, within the last 12
months, have you been diagnosed or treated by a professional for any of the following? Several
mental health conditions were listed as choices, as well as options of being diagnosed but not
treated, treated with psychotherapy and/or medication, or another method of treatment. Students
who completed this survey self-selected into groups of reporting or not reporting a mental health
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diagnosis or treatment in the past year, and proportions of each group were analyzed among the
dependent variables.
All the dependent variables were represented through seven telepsychiatry questions
developed by the researcher and added to the end of the survey for a fee instituted by ACHA.
For example, participants were asked how comfortable they would be if they had an appointment
with a medical provider to discuss their mental health with different types of treatment
environments, including face-to-face psychiatric services in a clinic setting, face-to-face
psychiatric services using telecommunication (such as Skype or Facetime), telephone psychiatric
services, email psychiatric services, and text psychiatric services. This question was constructed
with a Likert-type scale of 1 = very uncomfortable to 5 = very comfortable for each choice.
Rather than rank-ordering types of treatment environments to determine preference of one type
over another, this format allowed students to express comfort level for each method. Additional
dependent variables were perceived confidentiality, time, cost, effectiveness, and provider
preference of face-to-face psychiatric services using telecommunication compared to face-toface services in a clinic setting.
Because the dependent variables were comprised of additional questions developed by
the researcher, measures were taken to ensure validity and reliability. Some of these measures
were accounted for by following careful administration of the NCHA. However, several steps
were taken to ensure the questions measured what was intended, which were perceptions of
confidentiality, time, cost, effectiveness, and provider preference of face-to-face psychiatric
services using telecommunication compared to in-person psychiatric services. First, the
questions were reviewed by college health experts at ACHA, who could address content validity.
Secondly, the questions were drafted with clear, Likert-type response options of least to most
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comfortable and more, the same, or less than for each dependent variable. While Likert-type
scales have an advantage over basic yes or no responses allowing for easier data analysis and
richer data, a threat to validity was that respondents can answer according to their perceptions of
social acceptance for each item (Rahn, 2014).
A similar scale was used in a study of U.S. adults’ willingness to use telemedicine with a
provider using a 5-point Likert-type scale, which was adapted from previous research and
reviewed by experts at the Medical University of South Carolina (Welch et al., 2017). While the
instrument was adapted to address comfort level instead of willingness, this study used a scale
modeled after an established instrument, which further supported reliability and validity of the
additional questions.
Data Collection
Data collection occurred between March 13 – April 3, 2019. The survey took
approximately 20-30 minutes to complete. Participants could use any device with internet access
in order to complete the NCHA survey within the 3-week time frame. Qualtrics, an application
developed for creating, distributing, and collecting data for online surveys was used as the
platform for the survey administration (ACHA, 2013).
The survey was available immediately after students received the URL. Because each
student accessed the survey by entering a university-issued email address, no student was
allowed to complete the survey more than one time. Student email and survey responses were
not linked. Per policies of both ACHA and Qualtrics, which managed the data collection,
analysis, and reports, student identifiers were not shared with another party, and data were given
previously assigned ID numbers. Therefore, the complete data set with no personal identifiers
was provided to the investigator after receiving a letter of cooperation. However, ACHA had
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documentation of participants who completed the survey to randomly select recipients (and backup recipients) of prizes. The institution received a list of winners from ACHA. Once the data
file was received by the researcher, it was stored on a password-protected computer with access
restricted to the investigator.
Data Analysis
Data were analyzed using SPSS v. 24. Five dependent variables (DV) were perceptions
of treatment environments including face-to-face psychiatric services in a clinic setting, face-toface psychiatric services using telecommunication (such as Skype or Facetime), telephone
psychiatric services, email psychiatric services, and text psychiatric services. Additional
dependent variables were perceived confidentiality, time, cost, effectiveness, and provider
preference of face-to-face psychiatric services using telecommunication, or telepsychiatry,
compared to face-to-face services in a clinic setting. Each variable had a distinct, but related,
question asking whether meeting face-to-face with a medical provider using telecommunication
to discuss mental health would be more, about the same, or less confidential, time-intensive,
costly, and effective than discussing mental health with a provider face-to-face in a clinic. The
final variable described whether students would rather see a regular medical provider, a different
medical provider only for telepsychiatry, or a medical provider they have never seen before if
they would use telepsychiatry in the future. In addition, demographic variables of age, sex,
internet access, and whether students have health insurance were analyzed. A univariate analysis
of each survey item provided summary data about the responses, including median and
interquartile range (IQR).
Prevalence of the dependent variables in each independent variable group, along with the
95% confidence intervals, were analyzed. Results were reported as proportions with percentages
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and 95% confidence intervals among those who reported being diagnosed and undiagnosed with
a mental health condition in the last year. A post-hoc analysis identified adjusted residuals to
determine what accounted for the lack of independence.
The chi-square test of independence was used to analyze the differences between students
who did and did not report a mental health diagnosis (IV) of their preferences and perceptions
related to telepsychiatry (DV) rated on 5-point and 3-point Likert-type scales. A Cramer’s V
strength of association test was used to determine the strength of associations between the
independent and dependent variables. Results were reported as the chi-square statistic with
degrees of freedom, the significance level, and the Cramer’s V statistic.
Assumptions for a chi-square test of independence (r x c) with a Cramer’s V analysis
were tested prior to analysis. First, the variables were nominal or ordinal in nature. The
independent variable of mental health diagnosis status was nominal, or descriptive. The
dependent variables were ordinal, as they were measured on a Likert-type scale. Secondly, there
was independence of observations since students were prevented from completing the survey
more than once and selecting more than one choice for each item. The study design was crosssectional since the classes were selected at one point in time. The sample size for this study was
544 respondents and no categories were less than 5. If missing data exceeded 10% or more for a
specific question, an analysis for patterns was administered to ensure the results were
representative.
Two hypotheses were related to the first research question: How do college students who
have and have not been diagnosed with or treated for a mental health condition differ in their
preferences for mental health medical treatment?
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H11: There is a difference in preference for face-to-face treatment in a clinic setting
between students with a mental health diagnosis and those without a mental health
diagnosis.
H12: There is a difference in preference for face-to-face treatment using
telecommunication between students with a mental health diagnosis and those without a
mental health diagnosis.
The remaining hypotheses were related to the second research question: How do college
students who have and have not been diagnosed with or treated for a mental health condition
differ in perceptions of (a) confidentiality, (b) time, (c) cost, (d) effectiveness, and (e) provider
preference related to telepsychiatry compared to in-person psychiatric services? These
perceptions were analyzed using the chi-square test of independence and a Cramer’s V analysis.
H13: There is a difference in perceived confidentiality of meeting with a medical provider
face-to-face using telecommunication compared to face-to-face in a clinic setting
between students with a mental health diagnosis and those without a mental health
diagnosis.
H14: There is a difference in perceived time of meeting with a medical provider face-toface using telecommunication compared to face-to-face in a clinic setting between
students with a mental health diagnosis and those without a mental health diagnosis.
H15: There is a difference in perceived cost of meeting with a medical provider face-toface using telecommunication compared to face-to-face in a clinic setting between
students with a mental health diagnosis and those without a mental health diagnosis.
H16: There is a difference in perceived effectiveness of meeting with a medical provider
face-to-face using telecommunication compared to face-to-face in a clinic setting
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between students with a mental health diagnosis and those without a mental health
diagnosis.
Summary
The goal of this section was to describe the research method used to answer the research
questions. The sample was obtained through a random selection of courses at a medium-sized
Midwestern university with a total enrollment of 4,000 students. Participants in these courses
were invited to complete the NCHA survey with added questions related to preferences of
telepsychiatry. The researcher was provided unrestricted access to this secondary data to identify
relationships between mental health diagnosis status and these preferences. Univariate and
prevalence analyses were administered to summarize sample demographics and survey response
composition. The chi-square test of independence was used to analyze this relationship while
Cramer’s V was used to determine the strength of associations. A discussion of the
methodology, sample, inclusion and exclusion criteria, instrumentation, data collection
processes, and data analysis method included the specifics of how the study was conducted and
who participated in the study. The goal of the following section is to provide study results and
demonstrate the methodology described in this section was followed.
Results
This section contains results of the quantitative, cross-sectional study using a causal
comparative design conducted to answer the research questions. This section also includes
information confirming the analysis conducted was consistent with the methodology presented in
the previous section and connects back to the research questions. Additionally, this section
includes sample demographics, using tables to complement summary statements. The process
used to analyze data from the NCHA is described in detail. In addition to univariate analysis, the

COLLEGE STUDENT PREFERENCES OF TELEPSYCHIATRY

34

chi-square test of independence (r x c) was used to assess student preferences and perceptions of
telepsychiatry. Hypotheses will be reviewed as they relate to chi-square results.
Sample Description
A random cluster sample of academic courses with a total enrollment of 4,000 students at
a medium-sized Midwestern university was electronically selected to participate in the electronic
NCHA survey. There was a 13.6% response rate with 544 respondents. Seven cases contained
more than 10% of responses missing and therefore were removed from the data set and excluded
from further analysis with a final analysis of 537 students. Sample demographics are described
in this section among those who self-selected into groups of reporting or not reporting a
diagnosis or treatment of a mental health condition in the past 12 months.
Of respondents, 84% were between ages 18 and 22 years. Both the mean and median age
of respondents were 21 years while the IQR was 3.00. Frequencies and percentages of the ages
of respondents and whether they reported being diagnosed with a mental health condition in the
past 12 months are provided in Table 1.
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Table 1
Age of Students Diagnosed and Undiagnosed with a Mental Health Condition
Age
18
19
20
21
22
23
24
25
26
27
28+
Missing
Total

Mental Health
Diagnosis
n (%)
7 (3.5)
35 (17.7)
45 (22.7)
41 (20.7)
31 (15.7)
14 (7.1)
5 (2.5)
7 (3.5)
2 (1.0)
1 (.5)
9 (4.5)
1 (.5)

No Mental
Health Diagnosis
n (%)
30 (8.8)
65 (19.2)
80 (23.6)
64 (18.9)
52 (15.3)
21 (6.2)
9 (2.7)
2 (.6)
2 (.6)
4 (1.2)
6 (1.8)
4 (1.2)

198 (100)

339 (100)

Total
n (%)

37 (6.9)
100 (18.6)
125 (23.3)
105 (19.6)
83 (15.5)
35 (6.5)
14 (2.6)
9 (1.7)
4 (.7)
5 (.9)
15 (2.8)
5 (.9)
537 (100)

Table 2 identifies frequencies and percentages of students specific to sex/gender, internet
access, and health insurance in the self-selected groups of diagnosis status. These demographic
variables provide a snapshot of the characteristics of the population sample who participated in
this research study. For example, 98% of respondents reported personally owning a computer,
tablet, laptop, or cell phone with internet access. Nearly 96% stated they have health insurance
through the college/university, parents, or another plan while less than 3% reported not having
health insurance.
It should be noted the category of sex/gender was formulated by ACHA using three
categories of the survey instrument: (47a) sex assigned at birth, (47b) transgender status, and
(47c) gender identity. For example, if a student selected male for sex, no for transgender, and
female for gender identity, non-binary was designated as sex/gender for NQ47 (ACHA, 2019).
Of the sample, more than 71% reported being female and 27% male.
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Table 2
Sex, Internet Access, and Health Insurance Status of Students Diagnosed and Undiagnosed
with Mental Health Condition

Sex
Female
Male
Non-binary
Missing
Total
Internet Access
Yes
No
Missing
Total
Health Insurance
Yes
No
Unsure
Missing
Total

Mental Health
Diagnosis
n (%)

No Mental
Health Diagnosis
n (%)

Total
n (%)

160 (80.8)
33 (16.7)
3 (1.5)
2 (1.0)

223 (65.8)
112 (33)
4 (1.2)
0 (0)

383 (71.3)
145 (27.0)
7 (1.3)
2 (.4)

198 (100)

339 (100)

537 (100)

193 (97.5)
4 (2.0)
1 (.5)

332 (97.9)
7 (2.1)
0 (0)

525 (97.8)
11 (2.0)
1 (.2)

198 (100)

339 (100)

537 (100)

192 (97.0)
4 (2.0)
2 (1.0)
0 (0)

322 (95.0)
10 (2.9)
7 (2.1)
0 (0)

514 (95.7)
14 (2.6)
9 (1.7)
0 (0)

198 (100)

339 (100)

537 (100)

Findings
Descriptive Analysis. The data were cleaned by ACHA prior to receipt by the
researcher. All the data were identified as numeric as compared to string data. Each variable
was labeled as a summary of the question asked while maintaining its corresponding question
number in the survey.
The researcher reviewed the data to connect the questions used for this study with the
responses and define the responses while ensuring there were no errors. From the full
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questionnaire, questions that were not relevant to the purposes of this study were removed by the
researcher. Of the 81 questions in the full survey, two questions pertaining to mental health
diagnosis (plus the 15 options encompassed by these questions), seven additional questions
specific to telepsychiatry, and several demographic variables such as age, sex, internet access,
and whether students have health insurance were determined to be relevant to this study. These
were then saved in a modified data set. Removing extra categories, such as questions about
nutrition, sexual health, and tobacco use, kept the data more manageable and decreased chance
of error from using the wrong data during analysis. The researcher reviewed the remaining 33
variables to ensure the coding was consistent with the analysis intended for this study.
Questions 31A1 – 31B7 asked about mental health diagnosis or treatment. For example,
question 31B2 asked, Within the last 12 months, have you been diagnosed or treated by a
professional for any of the following? with the associated variable labeled, Last 12 months
diagnosed/treated-Panic attacks. The values and codes for each category were entered
according to response options. A value of 1.00 was used for a response of No, (2.00) Yes,
diagnosed but not treated, (3.00) Yes, treated with medication, (4.00) Yes, treated with
medication and psychotherapy, and (5.00) Yes, other treatment. For missing data in this series of
questions, “100.00” was used to assist with separating the group by diagnosis. Using the 15
variables from these questions, a new category of diagnostic status was created by coding a
dichotomous variable of Yes or No for mental health diagnosis. For all other categories, a “.”
identified missing data.
To ensure no illogical responses were recorded, the researcher sorted categories, such as
age, in ascending order and visually scanned responses. Data were further assessed for outliers
by conducting univariate analyses on each variable including frequency distributions, measures
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of central tendency, and measures of dispersion. Specifically, the researcher examined median
and IQR values. Prevalence of the dependent variables in each independent variable group,
along with the 95% confidence intervals, were calculated. This process also aided with error
detection. Tests of normality were not performed due to the Likert-type scales used.
A data dictionary and codebook were created to assist with interpretation and replicability
while reducing errors in data sets. While this project was managed by a single researcher, the
data dictionary and codebook used in this study serve as a reference and communication tool for
anyone reviewing the research (Appendix G). The data dictionary has six columns providing
information about the variable name corresponding to the question in the survey, entry number,
variable label, measurement level, decimal places, and type of data. The codebook describes the
code used for each response option provided in survey questions.
Any student affirming any type of diagnosis or treatment in one or more of the 15
associated categories was identified as having had a mental health condition, totaling 198
students, or 37% of overall respondents. Three hundred and thirty-nine respondents (63%)
reported they had not been diagnosed or treated in the past 12 months. Figure 1 represents these
two groups that were analyzed in this study.
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Figure 1. Mental health diagnosis status of respondents.
Median and IQR were analyzed for all dependent variables. When asked about comfort
level of meeting with a medical provider to discuss mental health face-to-face, the median
response was 4.00 (Somewhat Comfortable) for the overall sample, as well as for both the groups
reporting a diagnosis and those not reporting a diagnosis. The IQR for this question was 2.00 on
a 5-point Likert-type scale for the overall population and those reporting a diagnosis, while it
was 3.00 for those not reporting a diagnosis. Regarding the type of provider respondents would
prefer if meeting via telecommunication, the overall population, those with a diagnosis, and
those without a diagnosis all had a median of 1.00 (A medical provider you regularly see). The
IQR was 0.00 among all three groups.
Prevalence of the dependent variables in each independent variable group, along with the
95% confidence intervals, were analyzed. Results were reported as proportions with percentages
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and 95% confidence intervals among those who reported being diagnosed and undiagnosed with
a mental health condition in the past 12 months (Tables 3 – 6). No more than one response was
missing for each category in the following tables. Even when one response was missing, it
totaled only .3% to .5% depending on diagnosis status. Standard error was manually calculated
using the formula SE = sqrt [p (1-p) / n] while 95% CI = +/- 1.96 x SE. Results of any question
asking about Face-to-Face using Telecommunication (Skype, Facetime, etc.) are referred to as
telepsychiatry in the results of this study.
Table 3 shows that only 21% of those with a mental health diagnosis reported they were
Somewhat Uncomfortable or Very Uncomfortable with in-person treatment. This increased to
31% for email treatment, 40% for telephone treatment, 41% for treatment by text, and 46% for
telepsychiatry. This same pattern was noted for those without a mental health diagnosis.
Twenty-seven percent were Somewhat Uncomfortable or Very Uncomfortable with in-person
treatment, 31% with email treatment, 34% with text treatment, 38% with telephone treatment,
and 43% expressed discomfort with telepsychiatry (Table 4).
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Table 3
Prevalence of Preferred Treatment Environment Among Students Diagnosed with Mental Health
Condition
Environment
In-Person

Response Level
Very Uncomfortable
Somewhat Uncomfortable
Neither
Somewhat Comfortable
Very Comfortable

7.1
14.1
11.6
30.8
35.9

SE
.02
.03
.02
.03
.03

95% CI
[.04, .11]
[.09, .19]
[.07, .16]
[.24, .37]
[.29, .43]

Telepsychiatry

Very Uncomfortable
Somewhat Uncomfortable
Neither
Somewhat Comfortable
Very Comfortable

44
48
44
37
24

22.2
24.2
22.2
18.7
12.1

.03
.03
.03
.01
.02

[.16, .28]
[.18, .30]
[.16, .28]
[.01, .06]
[.08, .17]

Telephone

Very Uncomfortable
Somewhat Uncomfortable
Neither
Somewhat Comfortable
Very Comfortable

30
49
45
40
33

15.2
24.7
22.7
20.2
16.7

.03
.03
.03
.03
.03

[.10, .20]
[.19, .31]
[.17, .29]
[.15, .26]
[.12, .22]

Email

Very Uncomfortable
Somewhat Uncomfortable
Neither
Somewhat Comfortable
Very Comfortable

35
26
42
42
53

17.7
13.1
21.2
21.2
26.8

.03
.02
.03
.03
.03

[.12, .23]
[.08, .18]
[.16, .27]
[.16, .27]
[.21, .33]

Text

Very Uncomfortable
Somewhat Uncomfortable
Neither
Somewhat Comfortable
Very Comfortable

40
22
41
43
52

20.2
11.1
20.7
21.7
26.3

.03
.02
.03
.03
.03

[.15, .26]
[.07, .15]
[.15, .27]
[.16, .27]
[.20, .32]

Note: SE = Standard Error; CI = Confidence Interval

n

14
28
23
61
71

%
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Table 4
Prevalence of Preferred Treatment Environment Among Students Undiagnosed with Mental
Health Condition
Environment
In-Person

Response Level
Very Uncomfortable
Somewhat Uncomfortable
Neither
Somewhat Comfortable
Very Comfortable

7.4
19.5
17.1
28.6
27.4

SE
.01
.02
.02
.03
.02

95% CI
[.05, .10]
[.15, .24]
[.13, .21]
[.24, .34]
[.23, .32]

Telepsychiatry

Very Uncomfortable
Somewhat Uncomfortable
Neither
Somewhat Comfortable
Very Comfortable

56
90
74
78
40

16.5
26.5
21.8
23.0
11.8

.02
.02
.02
.02
.02

[.13, .20]
[.22, .31]
[.18, .26]
[.19, .28]
[.08, .15]

Telephone

Very Uncomfortable
Somewhat Uncomfortable
Neither
Somewhat Comfortable
Very Comfortable

46
82
80
75
55

13.6
24.2
23.6
22.1
16.2

.02
.02
.02
.02
.02

[.10, .17]
[.20, .29]
[.19, .28]
[.18, .27]
[.12, .20]

Email

Very Uncomfortable
Somewhat Uncomfortable
Neither
Somewhat Comfortable
Very Comfortable

54
51
63
91
80

15.9
15.0
18.6
26.8
23.6

.02
.02
.02
.02
.02

[.12, .20]
[.11, .19]
[.13, .23]
[.22, .32]
[.19, .28]

Text

Very Uncomfortable
Somewhat Uncomfortable
Neither
Somewhat Comfortable
Very Comfortable

65
50
72
76
75

19.2
14.8
21.2
22.4
22.1

.02
.02
.02
.02
.02

[.15, .23]
[.11, .18]
[.17, .26]
[.18, .27]
[.18, .27]

Note: SE = Standard Error; CI = Confidence Interval

n

25
66
58
97
93

%
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Tables 5 and 6 describe perceptions of respondents related to factors of telepsychiatry
compared to in-person treatment. Among students diagnosed with a mental health condition,
most stated that confidentiality (54%) and effectiveness (64%) were about the same between
telepsychiatry and in-person treatment environments (Table 5). However, 45% reported that
telepsychiatry would take less time than in-person treatment. This is compared to 19% reporting
telepsychiatry would take more time and 36% about the same amount of time as in-person
treatment. Only 7% believed telepsychiatry would cost more than in-person (Table 5).
Those undiagnosed with a mental health condition also stated that telepsychiatry is about
the same related to confidentiality (52%) and effectiveness (60%) as in-person treatment (Table
6). The minority of respondents stated that telepsychiatry would cost more (10%), and only 20%
indicated it would take more time than in-person treatment (Table 6). About the same
percentage of students in both groups, 78% of those with a mental health diagnosis and nearly
76% of those without, reported preferring their regular medical provider over a telehealthspecific provider or an unknown provider if receiving mental health care via telecommunication.
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Table 5
Prevalence of Perceptions of Telepsychiatry Compared to In-Person Treatment Among
Students Diagnosed with Mental Health Condition
Factor
Confidentiality

Response Level
More
Less
Same

15
77
106

%
7.6
38.9
53.5

.02
.04
.04

95% CI
[.04, .11]
[.32, .46]
[.47, .60]

Time

More
Less
Same

37
89
72

18.7
44.9
36.4

.03
.04
.03

[.13, .24]
[.38, .52]
[.30, .43]

Cost

More
Less
Same

13
94
91

6.6
47.5
46.0

.02
.04
.04

[.03, .10]
[.41, .54]
[.39, .53]

Effectiveness

More
Less
Same

6
64
127

3.0
32.3
64.1

.01
.03
.03

[.01, .05]
[.26, .39]
[.57, .71]

Provider Preference

Regular
Tele
Unknown

155
32
11

78.3
16.2
5.6

.03
.03
.02

[.73, .84]
[.11, .21]
[.02, .09]

Note: SE = Standard Error; CI = Confidence Interval

n

SE
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Table 6
Prevalence of Perceptions of Telepsychiatry Compared to In-Person Treatment Among
Students Undiagnosed with Mental Health Condition
Factor
Confidentiality

Response Level
More
Less
Same

.02
.03
.03

95% CI
[.07, .14]
[.32, .42]
[.47, .58]

Time

More
Less
Same

69
136
134

20.4
40.1
39.5

.02
.03
.03

[.16, .25]
[.35, .45]
[.34, .45]

Cost

More
Less
Same

35
140
163

10.3
41.3
48.1

.02
.03
.03

[.07, .14]
[.36, .47]
[.43, .53]

Effectiveness

More
Less
Same

11
124
204

3.2
36.6
60.2

.01
.03
.03

[.01, .05]
[.31, .42]
[.55, .65]

Provider Preference

Regular
Tele
Unknown

256
46
37

75.5
13.6
10.9

.02
.02
.02

[.71, .80]
[.10, .17]
[.08, .14]

n

35
126
177

Note: SE = Standard Error; CI = Confidence Interval

%

10.3
37.2
52.2

SE
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Inferential Analysis. Statistical assumptions were reviewed for a chi-square test of
independence (r x c), a non-parametric test designed to determine differences between groups.
The first assumption in this analysis is that the data are measured using a nominal scale. The
ACHA labeled questions using Likert-type scales as continuous variables. However, because
this analysis requires nominal or categorical data, the researcher treated these variables as ordinal
which the analysis could then treat as categorical data (Laerd Statistics, 2016). This was true for
all variables that used 5-point Likert-type scales for comfort level and 3-point scales for
perceptions. For example, while comfort level was ordered from Very Uncomfortable to Very
Comfortable, there were no values attached to them. Mental health diagnosis status was
correctly identified by ACHA as nominal.
A second assumption of this statistical analysis is independence of observations.
Independence of observations was established by not allowing participants to choose more than
one response per question and confirmed by making sure there was no more than one selection
for each item present. In addition, participants were unable to answer any question more than
once. The survey was administered at one point in time, resulting in a cross-sectional survey and
meeting the third assumption needed for a chi-square test of independence.
The fourth assumption of chi-square tests of independence is that all cells should have
values greater than or equal to 5 (Laerd Statistics, 2016). The researcher reviewed the data set to
check for any cells containing fewer than five responses and found none. Missing data were
identified, labeled, and included in univariate analysis reports. Each individual variable was
assessed for missing data with frequency analyses. None were found to exceed 10% deferring
the need to remove any variables from further analyses. Each case was then analyzed for more
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than 10% of responses missing. Seven cases were identified and removed from further analysis
for this reason. These cases made up less than 2% of the overall data set.
Crosstabulation frequencies and adjusted residuals from the chi-square test of
independence explain which cells deviate from independence and answer each hypothesis
proposed in the study (Laerd, 2016). These are reported in Tables 7 through 12. An alpha level
of .05 was used for all statistical tests. Results are reported by p values with degrees of freedom,
indicating the probability of independence, and Cramer’s V, which was used to determine
strength.
Research question 1.
The following question was asked of respondents as an additional question on the NCHA: If you
had an appointment with a medical provider to discuss your mental health, how comfortable
would you be with each type of meeting? Five-point Likert-type scale options were provided
ranging from Very Uncomfortable (1) to Very Comfortable (5). Categories of Face-to-Face in a
Clinic Setting and Face-to-Face using Telecommunication (Skype, Facetime, etc.) served as the
dependent variables (DV) while mental health diagnosis status was the independent variable
(IV). This question was used to address the first research question: How do college students who
have and have not been diagnosed with or treated for a mental health condition differ in their
preferences for mental health medical treatment? Two hypotheses predicted differences
between those with and without a diagnosis related to treatment environment.
H11: There is a difference in preference for face-to-face treatment in a clinic setting
between students with a mental health diagnosis and those without a mental health
diagnosis.
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The chi-square test of independence found no significant relationship between mental
health diagnosis status and comfortability of meeting with a provider face-to-face in-person,
χ2(4) = 7.66, p > .05. The Cramer’s V was .12, indicating a weak relationship between the two
variables. Frequencies and adjusted residuals are reported in Table 7. All adjusted residuals are
small (< 3), confirming the finding of independence between mental health diagnosis and
comfort with a face-to-face provider meeting in a clinic.
Table 7
Crosstabulation of Mental Health Diagnosis Status and Comfort Level of In-Person Treatment
Environment

Mental Health
Diagnosis

Very
Uncomfortable
14 (-.1)

Uncomfortable
28 (-1.5)

Neither
23 (-1.7)

Very
Comfortable Comfortable
61 (.6)
71 (2.1)

No Mental
25 (.1)
66 (1.5)
58 (1.7)
97 (-.6)
Health
Diagnosis
Note: Adjusted residuals appear in parentheses following observed frequencies.

93 (-2.1)

H12: There is a difference in preference for face-to-face treatment using
telecommunication between students with a mental health diagnosis and those without a
mental health diagnosis.
No significant relationship was found between diagnosis groups in comfort level of faceto-face treatment environments using telecommunication, χ2(4) = 3.55, p > .05. A Cramer’s V of
.081 indicated little, if any, association between the two groups. The small adjusted residuals (<
2) confirm this independence between mental health diagnosis status and comfort of
telepsychiatry. Table 8 reports frequencies and adjusted residuals of respondents’ level of
comfort with telepsychiatry.
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Table 8
Crosstabulation of Mental Health Diagnosis Status and Comfort Level of Telepsychiatry
Treatment Environment
Very
Uncomfortable
Mental Health
44 (1.7)
Diagnosis

Somewhat
Uncomfortable
48 (-.6)

Somewhat
Comfortable
37 (-1.2)

Very
Comfortable
24 (.1)

No Mental
56 (-1.7)
90 (.6)
74 (-.1)
78 (1.2)
Health
Diagnosis
Note: Adjusted residuals appear in parentheses following observed frequencies.

40 (-.1)

Neither
44 (.1)

Research question 2.
The remaining four hypotheses explored additional factors of confidentiality, time, cost, and
effectiveness of telecommunication compared to in-person treatment environments to answer the
second research question: How do college students who have and have not been diagnosed with
or treated for a mental health condition differ in perceptions of confidentiality, time, cost,
effectiveness, and provider preference related to telepsychiatry compared to in-person
psychiatric services?
Three-point Likert-type scales were offered for each DV question, such as, Do you think
meeting with a medical provider face-to-face using telecommunication to discuss your mental
health would be: with responses of more effective treatment than meeting face-to-face in a clinic
setting, about as effective as meeting face-to-face in a clinic setting, or less effective treatment
than meeting face-to-face in a clinic setting. The DVs consisted of additional NCHA questions
with the IV being mental health diagnosis status. All of the results were analyzed using the chisquare test of independence (r x c) and Cramer’s V analysis.
H13: There is a difference in perceived confidentiality of meeting with a medical provider
face-to-face using telecommunication compared to face-to-face in a clinic setting
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between students with a mental health diagnosis and those without a mental health
diagnosis.
Regarding perceived confidentiality, no significant was relationship was found between
the two groups, χ2(2) = 1.12, p > .05. A Cramer’s V of .046 indicated little to no association
between the two variables. All adjusted residuals are less than 2 and confirm the independence
between diagnosis status and the perception of whether telepsychiatry is more, the same, or less
confidential than in-person treatment (Table 9).
Table 9
Crosstabulation of Mental Health Diagnosis Status and Perception of Confidentiality of
Telepsychiatry Compared to In-Person Treatment Environment
Mental Health
Diagnosis

More
15 (-1.1)

Same
126 (-.4)

No Mental Health
35 (1.1)
126 (-.4)
Diagnosis
Note: Adjusted residuals appear in parentheses following observed frequencies.

Less
177 (-.3)
177 (-.3)

H14: There is a difference in perceived time of meeting with a medical provider face-toface using telecommunication compared to face-to-face in a clinic setting between
students with a mental health diagnosis and those without a mental health diagnosis.
No significant relationship was found between those with and those without a diagnosis
related to perceived time of meeting with a medical provider face-to-face using telepsychiatry,
χ2(2) = 1.19, p > .05. A Cramer’s V of .047 indicated little to no association between the two
variables. Table 10 provides frequencies and adjusted residuals, which confirm independence
since they are less than 2, of each group in perceptions of time for telepsychiatry compared to inperson treatment.
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Table 10
Crosstabulation of Mental Health Diagnosis Status and Perception of Time of Telepsychiatry
Compared to In-Person Treatment Environment
Mental Health
Diagnosis

More

37 (-.5)

Same

89 (1.1)

Less

No Mental Health
69 (.5)
136 (-1.1)
Diagnosis
Note: Adjusted residuals appear in parentheses following observed frequencies.

72 (-.7)
134 (.7)

H15: There is a difference in perceived cost of meeting with a medical provider face-toface using telecommunication compared to face-to-face in a clinic setting between
students with a mental health diagnosis and those without a mental health diagnosis.
No significant relationship was found between perceived cost of meeting with a medical
provider face-to-face using telepsychiatry compared to in-person between the two groups, χ2(2) =
3.19, p > .05. A Cramer’s V of .077 indicated little to no association between the two variables.
Table 11 reports frequencies and adjusted residuals of students with and without a diagnosis
regarding opinions about whether telepsychiatry costs more, the same as, or less than in-person
treatment environments. All adjusted residuals are small (< 2) and confirm the independence
between groups and their perceptions of cost.
Table 11
Crosstabulation of Mental Health Diagnosis Status and Perception of Cost of Telepsychiatry
Compared to In-Person Treatment Environment
Mental Health
Diagnosis

More
13 (-.15)

Same

94 (1.4)

No Mental Health
35 (1.5)
140 (-1.4)
Diagnosis
Note: Adjusted residuals appear in parentheses following observed frequencies.

Less

91 (-.5)
163 (.5)
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H16: There is a difference in perceived effectiveness of meeting with a medical provider
face-to-face using telecommunication compared to face-to-face in a clinic setting
between students with a mental health diagnosis and those without a mental health
diagnosis.
No significant relationship was found between perceived effectiveness of meeting with a
medical provider face-to-face using telepsychiatry compared to in-person treatment
environments between the two diagnosis groups, χ2(2) = 0.98, p > .05. A Cramer’s V of .043
indicated little to no association between the two variables. All adjusted residuals are small (< 2)
and confirm the independence between diagnosis status and perceptions of effectiveness. Table
12 identifies frequencies and adjusted residuals of students from each IV group and their
perceptions of effectiveness of telepsychiatry compared to in-person treatment environments.
Table 12
Crosstabulation of Mental Health Diagnosis Status and Perception of Effectiveness of
Telepsychiatry Compared to In-Person Treatment Environment
Mental Health
Diagnosis

More

6 (-.1)

Same
64 (-1.0)

No Mental Health
11 (.1)
124 (1.0)
Diagnosis
Note: Adjusted residuals appear in parentheses following observed frequencies.

Less
127 (1.0)
204 (-1.)

Summary
This section reviewed findings to establish preferences of telepsychiatry services related
to type of treatment environment and perceptions of confidentiality, time, cost, effectiveness, and
provider preference of students at a medium-sized Midwestern university. A review of data
cleaning procedures done by both ACHA and the researcher were provided, in addition to
assumptions tested for the chi-square test of independence to explore differences in preferences
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and perceptions between students who did and did not report a mental health condition.
Summary information was provided on the more than 500 participants who completed the
survey, with the majority of respondents being female (71%), having access to internet (98%),
and having health insurance (96%). Most (84%) were between ages 18 and 22 years.
The overarching study research question was: How do college students who have and
have not been diagnosed with or treated for a mental health condition differ in their preferences
for mental health medical treatment? Dependent variables in this study were comprised of
ordinal variables from Likert-type scales on perceptions of telepsychiatry. The independent
variable was nominal, categorizing students who self-selected into groups reporting or not
reporting having been diagnosed or treated for a mental health condition in the past 12 months.
Among the six hypotheses predicting differences in perceptions between the two groups, none
were statistically significant. Mental health diagnosis status does not affect any aspect of
perception related to telepsychiatry.
The following section will provide an interpretation of the data and conclusions.
Findings will be presented in a manner that expands the knowledge base of telepsychiatry
preferences and perceptions of college students. In addition, suggestions for practice and further
research will be discussed.
Discussion
The purpose of this study was to identify differences in preferences and perceptions
related to telepsychiatry among college students at a medium-sized Midwestern university who
have and have not been diagnosed with or treated for a mental health condition in the last year.
The findings of this study give insight to the limited research available about college students’
preferences of telepsychiatry and considerations for implementation of a telepsychiatry model in
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higher education. The investigation was a quantitative, causal-comparative design using an
adapted version of the NCHA. A random cluster sample of academic courses was selected with
a total enrollment of 4,000 students who were invited to complete the NCHA electronically, thus
increasing the study’s generalizability.
Following data cleaning, a total of 537 responses were analyzed, with 71% of those
identifying as female and 27% as male. Of respondents, 86% were between ages 19 and 24
years, with a mean and median age of 21 years. This is representative of the survey institution’s
overall population with nearly 72% being between 19 and 24 years while accounting for the
students who are under age 18 and were not allowed to participate in this study (State Colleges
and Universities, 2019).
Differences between students who did and did not report a mental health diagnosis were
analyzed by chi-square and Cramer’s V analyses. No significant results were found regarding
the first research question about how college students who have and have not been diagnosed
with or treated for a mental health condition differ in their preferences for mental health medical
treatment. Results indicated students’ previous mental health experiences did not influence their
comfort level related to treatment environment. Therefore, no differences in preferences of faceto-face in-person compared to telecommunication treatment environments were found. Because
75% of individuals have mental health symptoms before the age of 25, these results affirm the
acceptability of telepsychiatry as a possible delivery method for mental health services for all
college students, despite their current mental health status (Pedrelli et al., 2015).
Similarly, no significant differences were found in perceptions between those students
with and without a mental health diagnosis. This can be viewed as valuable information for
planning mental health services. Despite the increase in demand experienced by college health
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and counseling centers, a survey of nearly 3,000 Midwestern college students found that 84%
screened positive for depression and anxiety but had not yet received services (Yorgason et al.,
2008). Therefore, if telepsychiatry services were developed and implemented at the higher
education level, there should be no specific considerations for those who have been diagnosed or
treated in the past year compared to those who have not received a diagnosis or treatment but
may during their college career. It should also be noted the percentage of students who selfreported a diagnosis in this study was similar to national reference data. For example, 29% of
respondents at the study institution reported being diagnosed or treated for anxiety and 23% with
depression while 24% of the national reference group reported anxiety and 20% depression
(ACHA, 2019).
An unexpected finding was related to the comfort level of specific treatment
environments for both those with and without a mental health diagnosis. Five options were
provided: in-person, telepsychiatry, phone, email, and text. While preferences did not differ
between the two groups, both groups were most comfortable with in-person treatment
environments (67% and 56%, respectively) and least comfortable with telepsychiatry (46% and
43%, respectively). These results, indicating higher preference for in-person treatment when
given the choice, are consistent with previous research (Batterham & Calear, 2017; Horgan &
Sweeney, 2010; Neal et al., 2011; Toscos et al., 2018; Wallin et al., 2016). For example, Horgan
and Sweeney (2010) found 79% of college students preferred face-to-face support despite relying
on the internet for health information.
Given the gap between student need and pursuit of treatment, these findings help support
a model that can increase access to treatment while reducing barriers, such as provider shortage,
privacy, transportation, and accessibility that are more frequently reported by young adults than
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other age groups (Mojtabai et al., 2011). Toscos et al. (2018) found that while most students
reported a preference for face-to-face services, very few students had any experience with
telemental health services, and between 25-40% were willing to try it after given information. In
addition, Horgan and Sweeney (2010) found confidentiality, usability, and being able to ask
questions were important to this population. These previous research studies, in combination
with results of this study, provide rationale for a telepsychiatry services model in higher
education.
Beyond the hypotheses examined in this study, additional findings also provided
meaningful information. About three-fourths of students among both groups reported a
preference of seeing their regular provider if using telepsychiatry in the future. The next most
common preference is for a provider specific to telepsychiatry followed by an unknown provider.
These results indicate a strong overall student preference for having a telehealth provider with
whom they have an established relationship. While these results are important in the current
study’s findings, they can also provide a baseline for future research to highlight the importance
of relationship-building in mental health treatment.
Demographic factors such as internet access and health insurance status were analyzed
and may influence decisions to implement telepsychiatry within higher education. The majority
(98%) of overall respondents affirmed they had access to internet which indicates students have
no barriers in connectivity for potential telepsychiatry services. In addition, 96% of respondents
reported having health insurance. As college health centers explore insurance reimbursement of
telepsychiatric services, the high percentage of insured students can support financial
sustainability.
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Limitations
As with any study, there were limitations in this project. There were concerns about
generalizability because this research was conducted at one medium-sized Midwestern university
and cannot be generalizable to all higher education institutions. However, ACHA has
demonstrated generalizability of NCHA data compared to other nationally representative surveys
(ACHA, 2013). The researcher’s added questions were examined for validity but were not as
vigorously tested as the original proven instrument developed by the NCHA.
There was a somewhat low response rate of 13%, although the target sample size for a
representative sample was met. It is possible those who responded are unique in their interests or
opinions of mental health services or the fact that they responded only because of possible
incentives. However, this was a true random sample, albeit one of academic courses instead of
students. Further, the NCHA has been administered at this specific campus since 2002 with
consistent findings.
The adapted NCHA was extensive at 81-questions and included personal questions that
may influence the type of student who responded. The percentage of non-responders could
indicate a response bias, especially because participants were not sent email reminders.
However, this was likely offset by offering incentives to randomly selected participants and
ensuring confidentiality. Of course, with self-reported data, it is possible participants responded
according to social desirability or were reluctant to reveal honest information about their
personal health, such as mental health diagnoses. Finally, a limitation in all quantitative studies
is the absence of context related to responses.
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Delimitations
There were a few delimitations to this study. The scope of the study was limited to
participants recruited through randomly selected courses. An adapted version of the NCHA was
used that included mostly Likert-type response options. A delimitation related to the data
analysis is that a chi-square test of independence only accounts for an association between
nominal variables and does not detect causality or magnitude of differences (Laerd, 2016).
Therefore, results should be interpreted with caution.
Recommendations for Future Research
Future research should expand upon motivating factors for students’ willingness to
receive mental health treatment through telepsychiatry. If students have never tried
telepsychiatry or received any type of treatment due to barriers such as transportation or concern
about confidentiality, researchers should explore how to increase comfort level of telepsychiatry
for the college student population through the TAM. Increasing familiarity can increase the
likelihood that students will be more open to using technology in this way.
Secondly, as noted in the review of the literature, most studies focus on telepsychiatry
from the patient perspective. Future research could explore telepsychiatry in the college health
setting from a clinical viewpoint rather than a patient satisfaction or willingness viewpoint.
While student intention to use these services can affect actual use, clinician acceptance is
important in sustainability. Factors such as staffing qualifications, internet requirements, and
ideal physical settings should be explored for a successful model.
Finally, studies of telepsychiatry have found mixed levels of patient satisfaction and
could indicate distinct characteristics that should be explored. For example, as results from this
study indicated, most students reported a preference of seeing their regular provider if using
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telepsychiatry in the future. Because of these findings, referrals from existing campus
connections such as counselors, advisors, or mentors may have a more meaningful influence on
telepsychiatry success than an experienced psychiatrist or a strong funding model. If stigma or
transportation is a barrier to receiving mental health care, having a regular, safe place may
increase usage. Having these data would assist with difficult, but necessary decisions about
investment in mental health services at the higher education level.
Conclusion
The purpose of this study was to investigate perceptions and preferences of telepsychiatry
among college students with and without a mental health diagnosis using an adapted NCHA
web-based survey. There are abundant data supporting an increased need for mental health
services in higher education, yet most students continue to experience barriers to receiving care
like long wait lists or stigma. In addition, reduced higher education funding and severe student
consequences require institutions to be intentional in their response. Other environments, such
as prisons and rural hospital systems, have experienced success using a telehealth model, but this
study was the first to concentrate on whether students would be receptive to telepsychiatry in
higher education.
As a result of the findings, the following conclusions provide valuable information to
institutions of higher education offering mental health services for college students. Students
who did or did not report a diagnosis or treatment of a mental health condition in the last year did
not differ in their preferences of in-person compared to telepsychiatry treatment environments.
Similarly, no differences were found between perceptions of telepsychiatry compared to inperson treatment environments regarding confidentiality, time, cost, and effectiveness between
the two groups of students.

COLLEGE STUDENT PREFERENCES OF TELEPSYCHIATRY

60

While findings were specific to one medium-sized Midwestern institution, these results
could be influential for other institutions to consider. Since a majority of respondents reported a
preference for their regular medical provider if using telepsychiatry, telepsychiatry managed
within college health centers may hold more promise than outside organizations. In addition,
institutions of higher education have added benefits of strong information technology system
frameworks and student services such as disability services, counseling services, and academic
advising. Exploring students’ willingness to use telepsychiatry and developing an effective
patient-focused model is recommended to better plan mental health services at the higher
education level.
Because many college students have not yet been diagnosed, or have been diagnosed but
have not pursued treatment, these results indicate institutions of higher education can plan future
mental health services for all students, despite mental health history. Telepsychiatry could be
offered in addition to or in replacement of traditional in-person mental health services. Despite
an existing preference for in-person treatment environments, experience using telepsychiatry
may increase comfort level. The opportunity to use telepsychiatry may reduce barriers unique to
college students while increasing accessibility and ensuring patient satisfaction. With higher
education administration spending time and resources on student success and retention
initiatives, this research contributes to filling the research and accessibility gap of mental health
services using telepsychiatry. Therefore, planning and implementing research-based services
will better meet the continuing and increasing needs of college students.
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Appendix B
Survey Institution IRB Approval
February 25, 2019
Dear [PI]:
Re: IRB Proposal entitled "[1386908-4] ACHA-NCHA Student Health Survey"
Review Level: Level [I]
Your IRB Proposal has been approved as of February 25, 2019. On behalf of the [university] IRB, we
wish you success with your study. Remember that you must seek approval for any changes in your
study, its design, funding source, consent process, or any part of the study that may affect
participants in the study. Should any of the participants in your study suffer a research-related injury
or other harmful outcome, you are required to report them to the Associate Vice-President of
Research and Dean of Graduate Studies immediately.
When you complete your data collection or should you discontinue your study, you must submit a
Closure request. All documents related to this research must be stored for a minimum of three years
following the date on your Closure request. Please include your IRBNet ID number with any
correspondence with the IRB.
Cordially,

Bonnie Berg, Ph.D.
Co-Chair

Jeffrey Buchanan
Ph.D. IRB Co-Chair

Mary Hadley, Ph.D
IRB Coordinator

This letter has been electronically signed in accordance with all applicable regulations, and a copy is retained within
[university] IRB's records.
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How much do people risk harming themselves physically and in other ways when they have five
or more drinks of an alcoholic beverage once or twice a week?
o No risk
o Slight risk
o Moderate risk
o Great risk
How much do people risk harming themselves physically and in other ways when they smoke
marijuana once or twice a week?
o No risk
o Slight risk
o Moderate risk
o Great risk
In the year before you began attending college, how often did you use alcohol (choose only
one)?
o Never
o Once or twice
o More than once or twice
o At least once per month
o Weekly
o Daily
In the year before you began attending college, how often did you use marijuana (choose only
one)?
o Never
o Once or twice
o More than once or twice
o At least once per month
o Weekly
o Daily
If you drank alcohol in the past 30 days, of the following reasons for drinking, what were your
top two (select two)?
o Did not drink in the past 30 days
o To relieve boredom
o To relax or relieve stress
o Helps you sleep better
o To feel buzzed or high
o Because it's fun
o To celebrate (i.e., holidays, athletic victories, academic milestones)
o Helps you socialize with others or helps when you feel shy or nervous
o To fit in with others/your friends drink
o Helps you when you're depressed or in a bad mood
o To initiate dating or sexual relationships/intimacy
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If you used marijuana in the past 30 days, of the following reason for using, what were your top
two (select two)?
o Did not use marijuana in the past 30 days
o To relieve boredom
o To relax or relieve stress
o Helps you sleep better
o To feel buzzed or high
o Because it’s fun
o To celebrate (i.e., holidays, athletic victories, academic milestones)
o Helps you socialize with others or helps when you feel shy or nervous
o To fit in with others/your friends use
o To help you concentrate
o It makes you feel more creative or perceive things differently
o Helps you when you're depressed or in a bad mood
o For medical reasons (recommended by your healthcare provider)
If you used marijuana in the past 30 days, how did you get it (mark all that apply)?
o Did not use marijuana in the past 30 days
o Got or bought from a friend
o Got or bought from a family member
o Got at a party
o Got it from a medical cannabis dispensary
o Bought from a dealer
o Took/stole from somebody
o Grow your own
o Bought in area where recreational use is legal
How many of your close friends use marijuana once or twice a week?
o None
o Some
o Most
o All
If you had an appointment with a medical provider to discuss your mental health, how
comfortable would you be with each type of meeting?
1=Very Uncomfortable, 2=Somewhat Uncomfortable, 3=Neither Uncomfortable or Comfortable,
4=Somewhat Comfortable, 5=Very Comfortable
Face-to-Face in a Clinic Setting
1
2
3
4
5
Face-to-Face using Telecommunication (Skype, Facetime, etc.)
1
2
3
4
5
Telephone
1
2
3
4
5
Email Communication
1
2
3
4
5
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5

Do you think meeting with a medical provider face-to-face using telecommunication to discuss
your mental health would be:
More confidential than meeting face-to-face in a clinic setting
Just as confidential as meeting face-to-face in a clinic setting
Less confidential than meeting face-to-face in a clinic setting
Do you think meeting with a medical provider face-to-face using telecommunication to discuss
your mental health would:
Take more time than meeting face-to-face in a clinic setting
Take about the same amount of time as meeting face-to-face in a clinic setting
Take less time than meeting face-to-face in a clinic setting
Do you think meeting with a medical provider face-to-face using telecommunication to discuss
your mental health would:
Cost more money than meeting face-to-face in a clinic setting
Cost about the same amount of money as meeting face-to-face in a clinic setting
Cost less money than meeting face-to-face in a clinic setting
Do you think meeting with a medical provider face-to-face using telecommunication to discuss
your mental health would be:
More effective treatment than meeting face-to-face in a clinic setting
About as effective as meeting face-to-face in a clinic setting
Less effective treatment than meeting face-to-face in a clinic setting
If you were to meet with a medical provider using face-to-face telecommunication to discuss
your mental health, would you prefer:
A medical provider you regularly see
A medical provider you only see using face-to-face telecommunication
A medical provider you have never seen before
Do you personally own a computer, tablet, laptop, or cell phone with internet access?
Yes
No
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Appendix F
Informed Consent Form
You are enrolled in a [university] course randomly selected to participate in the National College
Health Assessment Web survey (NCHA-Web). Total enrollment of selected courses equal 4000
students.
This confidential, web-based survey research will be supervised by Antonia Yenser in Student
Health Services. This survey is designed to assess student health behaviors in order to provide
better services and support for [university] students. We appreciate your time and help!
[University] students who complete the NCHA-Web survey are entered in a drawing to win one
of the following prizes:
• $150 Target gift cards (two winners)
• $50 Amazon gift cards (two winners)
• $25 Kwik Trip gas-only gift cards (twelve winners)
The researchers would like you to complete the survey via the internet which takes about 30
minutes. Your participation is voluntary and responses will be kept confidential. However,
whenever one works with the internet there is always the risk of compromising privacy,
confidentiality, and/or anonymity. You have the option to not respond to any questions that you
choose. You may discontinue participation at any time before the data collection is complete
without penalty or loss of benefits by closing your web browser during the survey. Your
decision whether or not to participate will not affect your relationship with [university] and
refusal to participate will involve no penalty or loss of benefits. By completing the survey, you
will be entered in a drawing to win a gift card. The link between the student email address and
survey responses is destroyed by the Qualtrics server upon survey submission; however, contact
information is saved to draw winners of gift cards after completion of the survey. Gift card
winners will be notified via email from Antonia Yenser.
The raw data file that is shared with your school will not contain any unique identifiers meaning
the researchers and the school will not know your answers. If you feel that answering specific
demographic questions might reveal your identity, you may leave them blank. There are no
direct benefits to you as a result of participation in this research.
Any reports or publications based on this research will use only group data and will not identify
you or any individual as being affiliated with this project. The final survey responses will be
housed at American College Health Association (ACHA).
By entering your email address on the next page you acknowledge that you are 18 years of age or
older, and you agree to participate in the NCHA-Web. You must enter your email address in
order to participate. You do not need to enter your email address if you do not wish to complete
the survey. If you have questions about this research, please contact Antonia Yenser
antonia.yenser@mnsu.edu. If you have any questions about participants’ rights and for researchrelated injuries, please contact the administrator of the Institutional Review Board, at (507) 389-
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1242. If you would like more information about the specific privacy and anonymity risks posed
by online surveys, please contact the [university] Information and Technology Services Help
Desk (507-389-6654) and ask to speak to the Information Security Manager. If you wish, print
this form for your files.
If you agree to participate in the ACHA NCHA-Web survey and to let us email you if you win
an incentive, please enter your Mavmail email address (firstname.lastname@mnsu.edu) below.
Thank you for your participation!
Antonia Yenser
Student Health Services
IRBNet ID # 1386908
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Appendix G
Data Dictionary and Codebook
Measurement Decimal
Variable
NQ31A1

Position

Label

1 Last 12 months diagnosed/treated-

Level

Places

Type

Nominal

2 Numeric

Nominal

2 Numeric

Nominal

2 Numeric

Nominal

2 Numeric

Nominal

2 Numeric

Nominal

2 Numeric

Nominal

2 Numeric

Nominal

2 Numeric

Nominal

2 Numeric

Nominal

2 Numeric

Nominal

2 Numeric

Nominal

2 Numeric

Nominal

2 Numeric

Nominal

2 Numeric

Nominal

2 Numeric

Anorexia
NQ31A2

2 Last 12 months diagnosed/treatedAnxiety

NQ31A3

3 Last 12 months diagnosed/treatedAttention Deficit and Hyperactivity
Disorder (ADHD)

NQ31A4

4 Last 12 months diagnosed/treatedBipolar Disorder

NQ31A5

5 Last 12 months diagnosed/treatedBulimia

NQ31A6

6 Last 12 months diagnosed/treatedDepression

NQ31A7

7 Last 12 months diagnosed/treatedInsomnia

NQ31A8

8 Last 12 months diagnosed/treatedOther sleep disorder

NQ31B1

9 Last 12 months diagnosed/treatedObsessive Compulsive Disorder (OCD)

NQ31B2

10 Last 12 months diagnosed/treatedPanic attacks

NQ31B3

11 Last 12 months diagnosed/treatedPhobia

NQ31B4

12 Last 12 months diagnosed/treatedSchizophrenia

NQ31B5

13 Last 12 months diagnosed/treatedSubstance abuse or addiction (alcohol
or other drugs)

NQ31B6

14 Last 12 months diagnosed/treatedOther addiction (e.g., gambling,
internet, sexual)

NQ31B7

15 Last 12 months diagnosed/treatedOther mental health condition

COLLEGE STUDENT PREFERENCES OF TELEPSYCHIATRY
NQ35

16 Ever received mental health services -
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Nominal

2 Numeric

Nominal

2 Numeric

University Health/Counseling
NQ36

17 Consider seeking help from mental
health professional in future

NQ46

18 Age in years-Years

Scale

0 Numeric

NQ55

19 International student

Nominal

2 Numeric

NQ62

20 Primary source of health insurance

Nominal

2 Numeric

NQ75A

21 If you had an appointment with a

Scale

2 Numeric

Scale

2 Numeric

Scale

2 Numeric

Scale

2 Numeric

Scale

2 Numeric

Scale

2 Numeric

Scale

2 Numeric

medical provider to discuss your mental
health, how comfortable would you be
with: Face-to-Face in a Clinic Setting
NQ75B

22 If you had an appointment with a
medical provider to discuss your mental
health, how comfortable would you be
with: Face-to-Face using
Telecommunication (Skype, Facetime,
etc.)

NQ75C

23 If you had an appointment with a
medical provider to discuss your mental
health, how comfortable would you be
with: Telephone

NQ75D

24 If you had an appointment with a
medical provider to discuss your mental
health, how comfortable would you be
with: Email Communication

NQ75E

25 If you had an appointment with a
medical provider to discuss your mental
health, how comfortable would you be
with: Text Communication

NQ76

26 Do you think meeting with a medical
provider face-to-face using
telecommunication to discuss your
mental health would be:

NQ77

27 Do you think meeting with a medical
provider face-to-face using
telecommunication to discuss your
mental health would be:
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28 Do you think meeting with a medical
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Scale

2 Numeric

Scale

2 Numeric

Scale

2 Numeric

Scale

2 Numeric

Scale

2 Numeric

Scale

2 Numeric

provider face-to-face using
telecommunication to discuss your
mental health would:
NQ79

29 Do you think meeting with a medical
provider face-to-face using
telecommunication to discuss your
mental health would be:

NQ80

30 If you were to meet with a medical
provider using face-to-face
telecommunication to discuss your
mental health, would you prefer:

NQ81

31 Do you personally own a computer,
tablet, laptop, or cell phone with internet
access?

NQ82

32 Do you regularly use Student Health
Services for mental health treatment?

RNQ47

33 SEX AND GENDER
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Codebook
Variable

Value

Label

NQ31A1

1.00

No

Within the last 12 months, have you been diagnosed

2.00

Yes, diagnosed but not treated

or treated by a professional for any of the following?

3.00

Yes, treated with medication

Anorexia

4.00

Yes, treated with psychotherapy

5.00

Yes, treated with medication and psychotherapy

6.00

Yes, other treatment

100.00

Missing

NQ31A2

1.00

No

Within the last 12 months, have you been diagnosed

2.00

Yes, diagnosed but not treated

or treated by a professional for any of the following?

3.00

Yes, treated with medication

Anxiety

4.00

Yes, treated with psychotherapy

5.00

Yes, treated with medication and psychotherapy

6.00

Yes, other treatment

100.00

Missing

NQ31A3

1.00

No

Within the last 12 months, have you been diagnosed

2.00

Yes, diagnosed but not treated

or treated by a professional for any of the following?

3.00

Yes, treated with medication

Attention Deficit and Hyperactivity Disorder (ADHD)

4.00

Yes, treated with psychotherapy

5.00

Yes, treated with medication and psychotherapy

6.00

Yes, other treatment

100.00

Missing

NQ31A4

1.00

No

Within the last 12 months, have you been diagnosed

2.00

Yes, diagnosed but not treated

or treated by a professional for any of the following?

3.00

Yes, treated with medication

Bipolar Disorder

4.00

Yes, treated with psychotherapy

5.00

Yes, treated with medication and psychotherapy

6.00

Yes, other treatment

100.00

Missing

NQ31A5

1.00

No

Within the last 12 months, have you been diagnosed

2.00

Yes, diagnosed but not treated

or treated by a professional for any of the following?

3.00

Yes, treated with medication

Bulimia

4.00

Yes, treated with psychotherapy

5.00

Yes, treated with medication and psychotherapy

6.00

Yes, other treatment

100.00

Missing

1.00

No

NQ31A6
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Within the last 12 months, have you been diagnosed

2.00

Yes, diagnosed but not treated

or treated by a professional for any of the following?

3.00

Yes, treated with medication

Depression

4.00

Yes, treated with psychotherapy

5.00

Yes, treated with medication and psychotherapy

6.00

Yes, other treatment

100.00

Missing

NQ31A7

1.00

No

Within the last 12 months, have you been diagnosed

2.00

Yes, diagnosed but not treated

or treated by a professional for any of the following?

3.00

Yes, treated with medication

Insomnia

4.00

Yes, treated with psychotherapy

5.00

Yes, treated with medication and psychotherapy

6.00

Yes, other treatment

100.00

Missing

NQ31A8

1.00

No

Within the last 12 months, have you been diagnosed

2.00

Yes, diagnosed but not treated

or treated by a professional for any of the following?

3.00

Yes, treated with medication

Other sleep disorder

4.00

Yes, treated with psychotherapy

5.00

Yes, treated with medication and psychotherapy

6.00

Yes, other treatment

100.00

Missing

NQ31B1

1.00

No

Within the last 12 months, have you been diagnosed

2.00

Yes, diagnosed but not treated

or treated by a professional for any of the following?

3.00

Yes, treated with medication

Obsessive Compulsive Disorder (OCD)

4.00

Yes, treated with psychotherapy

5.00

Yes, treated with medication and psychotherapy

6.00

Yes, other treatment

100.00

Missing

NQ31B2

1.00

No

Within the last 12 months, have you been diagnosed

2.00

Yes, diagnosed but not treated

or treated by a professional for any of the following?

3.00

Yes, treated with medication

Panic attacks

4.00

Yes, treated with psychotherapy

5.00

Yes, treated with medication and psychotherapy

6.00

Yes, other treatment

100.00

Missing

NQ31B3

1.00

No

Within the last 12 months, have you been diagnosed

2.00

Yes, diagnosed but not treated

or treated by a professional for any of the following?

3.00

Yes, treated with medication

Phobia

4.00

Yes, treated with psychotherapy
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5.00

Yes, treated with medication and psychotherapy

6.00

Yes, other treatment

100.00

Missing

NQ31B4

1.00

No

Within the last 12 months, have you been diagnosed

2.00

Yes, diagnosed but not treated

or treated by a professional for any of the following?

3.00

Yes, treated with medication

Schizophrenia

4.00

Yes, treated with psychotherapy

5.00

Yes, treated with medication and psychotherapy

6.00

Yes, other treatment

100.00

Missing

NQ31B5

1.00

No

Within the last 12 months, have you been diagnosed

2.00

Yes, diagnosed but not treated

or treated by a professional for any of the following?

3.00

Yes, treated with medication

Substance abuse or addiction (alcohol or other drugs) 4.00

Yes, treated with psychotherapy

5.00

Yes, treated with medication and psychotherapy

6.00

Yes, other treatment

100.00

Missing

NQ31B6

1.00

No

Within the last 12 months, have you been diagnosed

2.00

Yes, diagnosed but not treated

or treated by a professional for any of the following?

3.00

Yes, treated with medication

Other addiction (e.g., gambling, internet, sexual)

4.00

Yes, treated with psychotherapy

5.00

Yes, treated with medication and psychotherapy

6.00

Yes, other treatment

100.00

Missing

NQ31B7

1.00

No

Within the last 12 months, have you been diagnosed

2.00

Yes, diagnosed but not treated

or treated by a professional for any of the following?

3.00

Yes, treated with medication

Other mental health condition

4.00

Yes, treated with psychotherapy

5.00

Yes, treated with medication and psychotherapy

6.00

Yes, other treatment

100.00

Missing

NQ35

1.00

No

Have you received psychological or mental health

2.00

Yes

1.00

No

services from your current college/university’s
Counseling or Health Service?
NQ36

COLLEGE STUDENT PREFERENCES OF TELEPSYCHIATRY
If in the future you were having a personal problem

119

2.00

Yes

NQ55

1.00

No

Are you an international student?

2.00

Yes

NQ62

1.00

My college/university sponsored plan

What is your primary source of health insurance?

2.00

My parents' plan

3.00

Another plan

4.00

I don't have health insurance

5.00

I am not sure if I have health insurance

NQ75A

1.00

Very Uncomfortable

If you had an appointment with a medical provider to

2.00

Somewhat uncomfortable

discuss your mental health, how comfortable would

3.00

Neither uncomfortable or comfortable

you be with each type of meeting?

4.00

Somewhat comfortable

Face-to-Face in a Clinic Setting

5.00

Very comfortable

NQ75B

1.00

Very Uncomfortable

If you had an appointment with a medical provider to

2.00

Somewhat uncomfortable

discuss your mental health, how comfortable would

3.00

Neither uncomfortable or comfortable

you be with each type of meeting?

4.00

Somewhat comfortable

Face-to-Face using Telecommunication (Skype,

5.00

Very comfortable

NQ75C

1.00

Very Uncomfortable

If you had an appointment with a medical provider to

2.00

Somewhat uncomfortable

discuss your mental health, how comfortable would

3.00

Neither uncomfortable or comfortable

you be with each type of meeting?

4.00

Somewhat comfortable

Telephone

5.00

Very comfortable

NQ75D

1.00

Very Uncomfortable

If you had an appointment with a medical provider to

2.00

Somewhat uncomfortable

discuss your mental health, how comfortable would

3.00

Neither uncomfortable or comfortable

you be with each type of meeting?

4.00

Somewhat comfortable

Email Communication

5.00

Very comfortable

NQ75E

1.00

Very Uncomfortable

If you had an appointment with a medical provider to

2.00

Somewhat uncomfortable

discuss your mental health, how comfortable would

3.00

Neither uncomfortable or comfortable

you be with each type of meeting?

4.00

Somewhat comfortable

Text Communication

5.00

Very comfortable

NQ76

1.00

More confidential than meeting face-to-face in a clinic

that was really bothering you, would you consider
seeking help from a mental health professional?

Facetime, etc.)

setting
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Do you think meeting with a medical provider face-to- 2.00

Just as confidential as meeting face-to-face in a clinic

face using telecommunication to discuss your mental

setting

health would be:

3.00

Less confidential than meeting face-to-face in a clinic
setting

NQ77

1.00

Do you think meeting with a medical provider face-toface using telecommunication to discuss your mental

setting
2.00

health would be:

NQ78

Take about the same amount of time as meeting face-toface in a clinic setting

3.00

Take less time than meeting face-to-face in a clinic setting

1.00

Cost more money than meeting face-to-face in a clinic

Do you think meeting with a medical provider face-toface using telecommunication to discuss your mental

Take more time than meeting face-to-face in a clinic

setting
2.00

health would:

Cost about the same amount of money as meeting faceto-face in a clinic setting

3.00

Cost less money than meeting face-to-face in a clinic
setting

NQ79

1.00

Do you think meeting with a medical provider face-toface using telecommunication to discuss your mental

More effective treatment than meeting face-to-face in a
clinic setting

2.00

health would be:

About as effective as meeting face-to-face in a clinic
setting

3.00

Less effective treatment than meeting face-to-face in a
clinic setting

NQ80

1.00

A medical provider you regularly see

If you were to meet with a medical provider using

2.00

A medical provider you only see using face-to-face

face-to-face telecommunication to discuss your

telecommunication

mental health, would you prefer:

3.00

A medical provider you have never seen before

NQ81

1.00

No

Do you personally own a computer, laptop, or cell

2.00

Yes

NQ82

1.00

No

Do you regularly use Student Health Services for

2.00

Yes

RNQ47

-9.00

Missing

Sex and Gender

1.00

Female

2.00

Male

3.00

Non-Binary

phone with internet access?

mental health treatment?
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1

